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000/ INITIAL COMME . - '
DR AL OORIAENTR F 000} «This Plan of Correction is prepared
An.annual survey was conduicted on 02/15/11 and submitted as required by law. By
through 02/18/11, te determine the facility's submitting this Plan of Correction,
compliance with Federal requirements. The Countryside Care & Rehabilitation
i facility was not in compliance with Federal 4 Center does not admit that the
requirements with deficiencies cited.at the highest : : : :
| §&5 of a"D". Abbreviated surveys, KY#15806 deficiency listed on his form exist,
and KY #15480 were conducted in conjunction nor does the CeI}ter admitto any =
| with the annual survey. KY #16806 was ' statements, findings, facts, or I
- substantiated with deficiencies cited. conclusions that form the basis for
F 157 - 483.10(b)(11) NOTIFY OF GHANGES F 157| the allesed deficiency. The Center
5520 | (INJURY/DECLINE/ROON, ETC! geaas A .
S0 (i} ) reserves the right to challenge in legal
A facility must immediately inform the resident; and/or regulatory or administrative
consult .Wm] the resident's physician; and if ! proceedj_ngs the deficiency,
known, notify thq resident's legal representative : statements, facts, and conclusions
or an interested family member-when there is an | h th is for th
accident involving the resident which results in that fprm e basis for the
injury-and has the potential for requiring physician deficiency.”
intervention; a significant change in the resident's
physical, mental, or psychosocial status (l.e,a |
deterioration in health, mental, or psychosocial i
status in either life threatening conditions or i
clinical complications); a need to alter treatment F157 ’
significantly (i.e., a need to disconiinue an
existing form of treatment due o adverse 1. The physician for resident #1 was:
consequences, or to commence a new form of : { . \ :
treatment); or a decision to‘transfer or discharge no 1_ﬁ‘_3d of the resident’s behavior |
the-resident from the facility as :specified in - exhibited on 8/13/10, 8/18/10, '
§483.12(a). 8/23/10 and 9/4/10 by Unit Manager
The facilily must.also pramptly notify the resident (?n 3 AL1:11. The IM Atrfvan ardien for
and, if known, the resident's legal representative | resident #1 was discontinued
! or interested family memberwhen there is a : ' 10/27/2010.
: change in room or roommate assignment as i ,[
speclfied-In §483.15(e)(2); or a change in '
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of ;
this sectian. |
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leficlency slalemenl ending wiluan.aslerisk (*) denoles & deficlency which the inslitulion may be excused fron

v correcling providing il Is delermined thal

saleguards provide sufficiani proleclion lo the palienls. {See inslruclions.) Except.for nursing homes, the findings.stated above are disclosable 80 days
ing lhe.dale of survey whelher or nol a plan of correclion Is provided. For nursing homes, the above findings and.plans of correction are disclosable 14
following Ihe dale-lhese documenls are made available to the facllily. If deficiencles are ciled, an approvad plan of correclion is requisile lo conlinued
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F 157 | Continued From page f F 167|2. Current residents with behaviors
The faciity must 4 and pariodicaly updat were reviewed 3/1/11 and no
e facility must record and periodically update , .. s
the address and phone number of the resident's p hYSIC‘aH notlﬁcatlon_s vx‘rer'e
lindicated. The Interdisciplinary team

legal representative or interested family member. !
which includes the Administrator,

Director of Nursing, Assistant
Director of Nursing, MDS
Based on interviews and record review, it was Coordinator, Social Services, Unit
determined the facilily failed to immediately ' Manager, Business Office Manager
inform the resident’s physiclan of a significant .and Dietary Manager reviewed
change in the resident's physical, mental, or ! ent residents for pra IM
psychosocial status for one resident (#1), in the cutreni resicen 8 ) p
psychotropic medication orders on

selected sample of 13. Interviews with staff

revealed Resident #1 became agitated and the 2/22/2011 and no other residents
staff fearad for the resident's safety, however, were identified

they failed to nofify the physician of the residents )
change in status and utilized a "standing order”
for Ativan (anfi-anxiety) inframuscular (1M} for

This REQUIREMENT is not met as evidenced
by

3. Re-education of the Director of

agltation.
Findings include;

A review of the facllity poiley entitled, "Change in
Condition of a Resident," daled January of 2008,
revealed It was the policy of the facility to take
appropriate action and provide thmely
communicétion to the resident's physician and
responsible parly, related to a change in condition
of a resident. The action steps included the i
licensed staff were to determine If there had been
a change of condition for lhe resident. The
licensed staff initiated actions to ensure the safety
of the resident. The licensed staff conferred with
the physician to determine what actions might be
necessary to meet the Immediate needs of the

resident.

Resident #1 was admilted to the facility on
01/05/07, with diagnoses lo Inciude Nonpsychotic

Nursing Services and the Assistant
Director of Nursing Services was
completed by the Regional Director
of Clinical Operations on 2/18/11
regarding change in condition of a

' resident and physician notification.
Re-education of licensed nurses was
completed on 2/25/11 by the Director
of Nursing and/or the Assistant
Director of Nursing Services
regarding change in condition of a
resident including phiysician
notification. The re-education
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Mental Disorder and Anxlety Disorder,

Areview.of the significant change minimum data
set (MDS) assessmen, dated 01/25/11, revesled
the facliity identified the resident exhibited
behaviors of being verbally abusive and resisted

care.

A review of physician orders, dated 08/11/10,
revegled an order for a one time dose of Ativan 2
milligrams {mg) IM for exireme agitation. !
Physician orders dated 08/11/10, revealed an
order to begin Ativan 1 mg. IM every six hours as
needed {prn) for extreme agltation.

A review of the medication administration records
(MAR), daled August and September 2010,
revealed the Alivan 1 mg. IM medication was
administered on 08/13/10, 08/18/10, 08/23/10 and

06/04/10, due lo extreme agitation,

An interview with Licensed Practical Nurse (LPN)
#2, on 02118711 at 10:40 AM, revealed she
adminisiered Aiivan 1 mg. 1M to Resident #1, on
08/13/10. LPN 72 slated Resident #1 was so
agitated she feared for the resident’s safety and
fell the resident might have a heart attack, due fo
the level of his/her agitation. She woutld have
contacted the physician, dite {o thelevel of
agitation, but did not do so because the slanding
order for the Ativan iM medication was avallable.

An interview wilh the LPN #4, on 02/18/11 at
09:15 PM, revealed she administered the Alivan 1
mg. {o Resident #1, on 08/23/10. LPN #4
revealed Resident #1 had behavlors af times
described as, "almost in a rage." She attempled :
allernative interventions, which were ineffeclive,
LPN #4 revealed the resident's behavior was "oul

the behaviot, developing a plan of
care for the behaviors and reviewing
Ithe plan of care to validate the plan is
teffective. The physician will be
notified by the licensed nurse when a
new behavior occurs, theye is any
change in condition of the resident or
I when interventions to manage

: behaviors are not effective.

4. The Nursing Management team
which includes the Director of
Nursing Services, Assistant Director
of Nursing Services and Unit
Managers will conduct audits weekly
for 4 weeks then monthly for two
months that physician notification
and interventions have been
implemented. Identified issues will
be corrected upon discovery. The

/ |Pirector of Nursing Services will
report results to the Performance
Improvement Committee which

Manager, Director of Nursing
Services, Assistant Director of

Unit Manager, Social Services,

behaviors, determining root cause of

includes the Administrator, Dietary - |

Nursing Services, MDS Coordinator, !
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F 157 | Continued From page 3

of the normal” for the resident and she fearad for
the resident’'s safely, LPN #4 siated If she had
nol had the standing order for Ativan 1M, she

directions to care'for the resident.

¢ An interview with LPN #3, on 02/18/11 at 10:50
AM, reveaied she administered the Atlvan 1 mg.
iM to Resident #1, on 09/04/10. LPN #3 ravealed
the resident had been yelling and screaming i
much of the day. She altempted multiple !
alternative inferventions, however, the resident
remained extremely agitated and she fearad the
resident could nossibly harm him/hersalf, by
falling out of the bed. LPN #3 stated she would
normally notify the physician of the type of
behavior Resldent #1 displayed, but dig not do so
dus 1o the avaifabliity of the standing order for the

Alivan M,

An inferview with LPN #1 Unit Manager, on
02148711 at 10130 AM, revealed the physician
discontinued the order for Atlvan 1M, on 10/27/10,
because a standing order for the medication
made it {oo easy [o bypass other intervenlions to’
address the resident's behavior, She stated,
while there was not a policy related to standing
orders for IM medlcations for agltation/anxisty,
she felt the physician should be notified anylime a
resident's behavior was so agitated M medication
was required lo treat the behavior,

An interview with the Direclor of Nursing, on
02/18/11 at 3:30 PM, revealed she did not have a
problem with the slanding order for Ativan iM.
She stated the extreme agilatlon was a normal
behavior for the resident at thal time and she feit
the licensed staff were justified in the declsion to

wolld have contacled the resident's physician for

utilize the medication, without contacting the

F 167| Activities, Dietary Manager,
Business Office Manager and
Medical Director for further
recommendations.

3-12-11
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physician regarding the resident's extreme
agitation,
Observations of Resident #1, on 02/16/11 at 3:00
PM, 02/16/11 at 8:10 AM and 062/16/41 at 12:00 F282
PM, ravealed the resident was either in the bed or
up in a gerialric chalr and was calm. An .
observation, on 02/16/11 at 1:30 PM, revealsd the 1. An assessment of resident # 5 was
resident was in the television room, adjacent to completed by the Interdisciplinary.
the nurses station, yelling out periodically. Staff team which includes the
responded qufckly {o address the behavior and . . : :
: the resident calmed with verbalintervention, :Ad ; strat‘or, Dl.I'G(;tOI‘ of'Nursmg,
F 262 483.20(k)(3)(l) SERVICES BY QUALIFIED F 282 Assistant Director of Nursing, MDS
88=D [ PERSONS/PER CARE PLAN iCoordinator, Soctal Services, Unit

The services provided or arranged by the facility
must be provided by qualified persons in
accordance with each resident's written plan of
care.

This REQUIREMENT is not met as svidenced
by,

Based on observations, interview and record
review, it was determined the facifity failed to
ensure the care plan interventions were followed
for one resident (#5), In the selected sample /of
13, related {o the use of a bed clip alarm,
Findings include:

A review of the facllity policy titled, "Care
Standards," dated Janvary 2008 revealed, "t is
the poiicy of the center lo provide necessary care
and services to assist each resident to attain or
maintain his/her highest! practicable level of
physical, mental, and psychosocial well being in
accordance with a comprehensive assessment
and plan of care."

Unit Manager on 3/2/11.

‘Manager, Business Office Manager
and Dietary Manager and an under
seat chair alarm was applied to the
resident’s wheelchair on 3/2/11 with
the continued use of the bed clip
alarm. Resident #5°s care plan and
CNA care card was updated by the

J { 2. Current resident’s care plans and

Nursing Services and the

care planned.

CNA. care cards were reviewed for
falls interventions by the Director of

Interdisciplinary team which includes
the Administrator, Assistant Director
of Nursing, MDS Coordinator, Social
Services, Unit Manager, Business
Office Manager and Dietary Manager
by 3/2/11. Interventions in place as
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F 282 | Continued From page 5 F282) 3, Staffre-education included

‘compression fracture of the Thoracic Vertebrae

A record review revealed Resident #5 was
admitted to the facilily on 04/25/G7, with
diagnoses to include Translent Ischemic Aftack,
Cerebral Vascular Disease (CVA}, Hypsrtension,
Depression, and Mental lliness, and
Osteoporosis. Resident #65 sustained a fall, on
01/28/11, in the resident's bathroom and
subsequently was sent to the Emergency Rootmn
for evaluation, X-ray reporis revealed a mild

T11 and T12, of undetermined age.

A review of the quarterly Minimum Data Set
(MDS) dated 01/06/11, revealed the facliity
ideniified Resident #5 as having modified ;
independence with cognition and required
extensive assistance of one staff member with
activities of daily living.

A review of a "Device Evaluation,” dated 01/28/11,
revealed the resident required a clip alarm while
in bed as a medical necessity for safety
awareness, due to non-compliance with asking
for assistance.

Areview of the Comprehensive Care Plan, dated
02/06/11, for the problem, "RisK for falis related to
history of CVA and dizziness” revealed
interventions Included the use of a bed alarm due
to noncompliance with asking for assistance. A
review of the Certified Nursing Assistant {CNA)
care plan, dated 01/28/11, reveated inferventions
included the use of a bed and chalr alarm.

Obsarvations, on 02/158/11 at 10:565 AM and at
310 PM, and 02/16/11 at 8:55 AM, and 02/17/11
at 1:50 PM, revealed there was no bed clip alarm
ulitized for Resident #5,

placement and functioning of [
devices, following care plan |
interventions and CNA care card
interventions related to falls. This
, was completed on 2/25/11 by the

' Director of Nursing Services and/or
Assistant Director of Nursing i
Services.

4. The Unit Manager or the House
Supervisor will check 10 residents
.care plans to ensure falls
 interventions and devices are in place’
daily for 3 weeks, then 5 days a week
for 2 weeks, then monthly for 2
months. . The Director of Nursing
Services will review the findings with
the Performance Improvement
committee which includes the

{ Administrator, Dietary Manager,
Director of Nursing Services, and /
Assistant Director of Nursing
Services, MDS Coordinator, Unit

Dietary Manager, Business Office
‘Manager and Medical Director for
forther recommendations.

Manager, Social Services, Activities, |

3-12-11
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An interview with four CNAs (#5, 8, #7, and #8),
on 02117111 at 1:55 PM, and 02/18/11 at 1:25 PiM,
at 1:30 PM, and at 3:00 PM, respeclively,
revealed they were aware Resident #5 required a
bed clip alarm, however, they provided no
explanation regarding the lack of bed clip atarm,

An interview with CNA#8, on 02/17/11 at 1:556
PM, revealed she was unable to locate the
resident's bed clip alarm. She siated the resident
should have a clip alarm while in bed.

An interview with Licensed Praclical Nurse Unit
Manager, on 02/18/11 at 3:05 PM, revealed she
expected staff to consull the care plan to
determine resident needs. She was aware the

resident required a bed clip alarm.

An interview with Regislered Nurse #3, on
02/18/14 at 3:15 PM, revealed she expected the
CNA to consult the CNA care plan to determine
resident needs, She was aware the resident
required a bed clip alarm.

An interview with the Director of Nursing, on
02/18/11 at 3:25 PM, revealed she expscled the
clip alarm to be in place as directed by the
physician's order and the resident's
comprehensive care plan, She expecied the
nurse on duty to updale the CNA care plan and
comprehensive care plan.

483,25(h) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facillly must ensure that the resident
environment remains as free of accidsnt hazards
as Is possibig; and each resident recelves
adequate supervision and assistance devices lo

prevent accldents.

282

F 323
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1. Resident #3 was assessed by the
licensed murse with no injuries noted
| This REQUIREMENT is not met as evidenced {and re-assessed for elopement risk on
by: ‘ 11/25/10. The care plan for resident
Based on observation, interview and record #3 was updated on.11/25/10.by the
review, It was determined the facility fafled to g3 . ;
ensure each resident received adequate - licensed nurse. Resident #.3 currently:
: supervision and assistance devices to prevent hasa W'fmder guard alarm in place
accidents for two residents (#3 and #5), in a due to risk for elopement. Resident
?eigi%ed};]amg)l? (;; E3- R;edsident f’ﬁ 2’25?3 thed #5 was re-assessed by the
acility withoul staff knowledge on an : o .
Resident #5 was observed on three consecutive lnterd:scvip!mary teagz which includes;
days without a safety afarm in place, in : the A:d:rmmstrator, Director of
accordance with care plan interventions, ; Nursing, Assistant Director of
Findings include: !Nursing, MDS Coordinator, Social
1. Resident #3 was admitted to the facility, on Services, Unit Manager, Business
09/25/10, with diagnoses to Include Persistent Office Manager and Dietary Manager
Mental Disorder, History of Traumatic Brain Injury, and has a bed and chair alarm as of
Muscle Weakness and Difficulty in Walking. 13/2/11.
Review of the admission Minimum Data Set ; )
(MDS) assessment, dated 10/04/10, revealed the 2. Residents were re-assessed for ,
facility assessed Resident #5 had disorganizad elopement risk and care plans revised -
thinking and inattentioh and required assistance as indicated on 11/26/10 bythe
 for transfers and ambulation. Resident #3 was Interdisciphi ¢ hich includes|
| mobfle and used a wheel chalr with a self release rnterdiseipinary team wiich mncludes
seat balt to prevent falis and had behavlors of ‘the Administrator, Director of ?
wandering in the wheslchair. The facilily identified Nursing, Assistant Director of i
Resident #3 on 09125/j 0, as atlflsk for Nursing, MDS Coordinator, Social .
elopement, Care plan interventions included Servi Unit M Busi i
monlloring behaviors with redirection when - | ervices, Unit Manager, busmess
behaviors were present. i Office Manager and Dietary
- i PM. Resident Manager, Current residents were re-
On 11/28/11 at approximately 5:30 PM, Residen ‘assessed o e : : ;
#3 exited the facility through the locked unit doors . |assess ';0 “;“ri fall dl.me.’”fmtms
and proceeded out the doors of the front of the were in place by Interdisciplinary
Evart |1D: PBTT 14 Facitity iD: 100663 . If continuation sheet Page 8 of 11
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building, without staff knowledge. At the fime of
the Incident slaff were occupied with other
residents. The nurse and CNA #2 wers assisfing
one resident, CNA #3 and #4 were assisting
residents in the dining rcom and Certifled
Medication Technlcon (CMT) was administering
medications on the 300 Hall. A visitor assisted
Resident #3 back into the building and informed
CNA#3,

A review of Nursing Notes, dated 11/26/10 at 1:00
PM, revealed Resident #3 had exited the facility
the previous day at approximately 5:30 PM while
ambuiance staff were entering the building with a
siretcher for transfer of another resident.

d Notfifications were made to the family and
physician at 1:30 PM and the resident was
assessed by the nurse with no injury found,
Fifteen minute visual checks were implemented
and decumented. Resident #3 was dlscharged to
another facility on 11/27/10.

revealed she was transporting residents from the
dining raom to their bedrooms and was not aware
of the event untit the next day, on 11/26/11,

An interview on 02/15/11 at 4:15 PM with CNA #5,

An interview on 02/15/11 ét,d:zs PM with CNA#2,
reveaied he was assisting ihe nurse with ancther
resident at the time of the event and was not
aware of the incidant until the next day.

An Interview with Licensed Practical Nurse #2 on

02/16/11 at 10:156 AM, revealed normally she
would be at the Nursing Stalion during meals,
however, on 11/26/10, "A resident was dying" and
she and CNA#2 were caring for and preparing to
transfer that resident lo the hospital. She
revealed CNA#3 came to her regarding Resident

:Director of Nursing, Assistant

Performance Improvement

team which includes the
Administrator, Director of Nursing,
Assistant Director of Nursing, MDS
Coordmator, Social Services, Unit
Manager, Business Office Manager
and Dietary Manager on 3/2/11.

3. Staff was educated on the Secure
iCare alarm system installed at facility
on 1/20/11 by the Maintenance
Director/Assistant Director of
Nursing Services. Staff were re-
seducated on the elopement risk
process, elopement risk residents,
placement and functioning of devices
and implementing fall interventions
on 2/25/11 by Director of Nursing
Services and/or Assistant Director of
Nursing Services.

4. An elopement review audit, that
includes residents at risk for
elopement, and a fall intervention
audit will be completed by the

Director of Nursing or Unit Managers
weekly for 4 weeks, then monthly for
2 months. The Director of Nursing
will present results to the

RM CMS-2587(02-09) Pravious Versions Obsolele Evenl 1D: PB7Ti1
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#3, however, she told the CNAto, "Hold that
thought", due to the fact she was providing care
to the resident to be transferred. LPN #2 stated
she "forgot” 1o ask GNA #3 what she was
attempting to report regarding Resident #3 and
was not aware of the incident, until the next day,

of Nursing {DONM) and Administrator at 1010 AM,
revealed they expecled the nurse and 2 CNA o
monior the exits fram the nursing desk. While
staff were preoccupied with other duties, Resident
#3 exited the building, during the time there was
increased traffic in and out the doors, prior the
transfer of the ill resident. Resident #3 propelied
himself out the doors without staff knowledge.
Resident #3 was returned 1o the building within in
five minutes by one of the visitors and CNA #3
was notified. The CNA attempted fc notify the
nurse who was atlending a critically ill resident
and did not make a second attempt to nolify the
nurse.

2, Arecord review revealed Resident #5 was
admiited to the facility, on 04/25/07 with
diagnoses to include Transient lschemic Attack,
Gerebral Vastular Disease (CVA), Hypertension,
Depression, and Mental liiness, and ;
Osteoporosis. Resldent #5 sustained a fail on
01/28/11 in the resident's bathroom, and
subsequently was sent to the Emergency Room
for evaluation. X-ray reports revealed a mild :
compression fracture of the Thoracic Veriebrae |
T11 and T12, of undetermined age.

Araview of the MDS dated 01/06/11, revealed the
faclilty identified Resident #5 as having modified
: independence with cognltion and required

An interview conducted 02/168/11 with the Dlrector'; :

exlensive assistance of cne staff member with

F 323 . L :
Commmittee which includes the

Administrator, Dietany Manager,
Director of Nursing Services, and
Assistant Director of Nursing
Services, MDS Coordinator, Unit
Manager, Social Services, Activities,
" 'Dietary Manager, Business Office
‘Manager and Medical Director for
further recommendations.

t

3-12-11
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| Areview of a "Device Evalualion,” dated 01/28/11,

- and without the alarm, the resident would
- self-transfer and would be at an Increased risk for

activities of dally living,

revealed the resident required a clip alarm while
in bed as a medica! necessity for safsty
awareness, due to non-compilance with asking
for assistance.

A review of the Comprehensive Care Plan, dated
02/08/11, for the problem, "Risk for falis related to
history of CVA and dizziness,” revealed
interventions included the use of a bad alarm, due
te noncompliance with asking for assistance.

Observations, on 02/18/11 at 10:55 AM and at
3:10 PM, and 02/18/11 at 8:55 AM, and 02/17/11
at 1:50 PM, revealed there was no bed clip alarm
utiiized for Resident #5.

An interview with CNA#5, on 02447711 at 1:55
PM, revealed she was unable to locate the _
resident’s bed clip alarm. She stated the resident
should have a clip alarm while in bed.

An interview with Licensed Practical Nurse Unil
Manager, on 02/18/11 at 3:05.PM, and Reylstered
Nurse #3, on 02/18/11 at 3:15 PM, revealed they
were aware the resident required a bed clip alarm

falls,

An interview with the Direcler of Nursing, on
02/18/11 at 3:26 PM, revealed she expected the
clip alarm o be in place as directed by the
physician's order, The lack of the clip alarm
placed the resident at risk for attempled episodes
of self-lransfer without staff's knowledge.
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A Life Safety Code survey was initiated and
conducted on 02/17/11 to determine the facility's
compiiance with Title 42, Code of Federal
Regutations, 483.70 (Life Safety from Fire} and
found the facility to be in compliance with NFPA
101 Life Safety Code 2000 Edition. No
deficiencies were identified during this survey.
;
f
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE X6) BATE

Any deficiency statement ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. if deficiencies are cited, an approved plan of correction is requisite to continued
program participation.

FORM CMS-2567(02-99) Previous Versions Obsolete Event iD; P87T21 Facility ID: 100663 if continuation sheet Page 1 of 1



